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A middle-aged female with dyspnoea and skin rash
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A 42-year-old lady presented to Pulmonary Medicine outpatient services with the complaints of cough and 
shortness of breath for the last 2 years. Cough was predominantly dry, while dyspnoea was gradually progressive 
affecting her activities of daily living . She had associated history of bilateral wrist and hand joints pain and 
swelling along with morning stiffness for the same duration. She had also noticed a non-itchy rash over her 
left arm since last year for which she had applied topical moisturizers without any benefit. On examination, 
her respiratory rate was 22 per rate, and room air pulse oxygen saturation was 91%. She had tenderness of 
both wrists as well as proximal interphalangeal joints. Her left arm had non-blanchable blotchy dark brown 
lesions with no scaling or surrounding erythema (Figure 1). Chest examination demonstrated bilateral basilar 
crepitations on auscultation. Chest radiograph (posteroanterior view) revealed bilateral lower zone reticulo-
nodular opacities consistent with interstitial lung disease. Rheumatoid factor testing demonstrated high titres. 
Further testing for antinuclear antibodies and anti-cardiolipin antibodies was negative.
Question: What is the primary diagnosis in this lady with ILD and what this skin rash is known as?
Answer: Livedo reticularis associated with rheumatoid ar-
thritis.
Livedo reticularis is a livedoid discoloration of the skin 
in a reticular pattern [1]. LR can be physiological or patho-
logical. Physiological LR is seen in young healthy females 
during cold weather and its appearance may vary according 
to local temperature. Pathological LR, on the other hand, is 
a persistent lesion and is commonly seen in antiphospholipid 
syndrome (APS) or systemic lupus erythematosus-associated 
APS. Around one-fourth of primary APS patients and almost 
three-fourths of SLE-associated APS patients have LR. It is 
uncommon in rheumatoid arthritis and is seen in less than 5% 
of the subjects [2]. These individuals usually have associated 
other extra-articular manifestations such as rheumatoid nod-
ules, sicca symptoms, and pulmonary involvement [3]. They 
are at increased risk of arterial and venous thrombosis even 
in the absence of APS and accelerated atherosclerosis. The 
condition does not require any specific treatment but some of 
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Figure 1. Clinical photograph of posterior aspect of the 
arm demonstrating blotchy reticular rash
